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JS is an 87 year old diabetic male with complex history including multiple urologic interventions for uric acid nephrolithiasis. He has complained of dysuria, frequency, urgency and suprapubic pain starting 5 years prior to his first stone procedure. His voiding complaints persisted even with negative urine cultures and he was subsequently lost to follow-up, his symptoms having been attributed to painful bladder syndrome (PBS).
He returned to clinic years later with similar complaints. He denied hematuria. Workup included urinalysis which revealed positive leukocyte esterase, negative nitrites, greater than 50 red blood cells and greater than 50 white blood cells. Urine culture revealed no growth.
Office cystoscopy revealed a small, otherwise normal bladder with diffuse erythema. CT urogram revealed a filling defect in a right renal calyx and a small stone. He went to the operating room where ureteroscopy revealed a lower pole calyceal diverticulum with a small stone and debris. Intraoperative cytology was negative for malignancy. Stone analysis showed uric acid and calcium oxalate.
His post-operative course was uncomplicated but he continued to experience vague urinary symptoms over the next year. He had intermittent urinary tract infections treated with antibiotics. Post-void residuals were within normal limits. Urodynamics was recommended but the patient refused.
A renal ultrasound was performed one year later which revealed a 5mm right lower pole calculus with mild hydronephrosis. CT urogram was repeated which revealed multiple upper tract filling defects ( fig. 1 ).
Painful Bladder Syndrome and Fungus Balls 105
The patient returned to the operating room where ureteroscopy revealed dense white debris throughout the collecting system, which was extracted along with 2 stones. A double-J ureteral stent and Foley catheter were placed.
Right upper tract cytology showed numerous neutrophils and fungal forms. Pathologic analysis and culture of the debris revealed candida glabrata fungus balls. The patient was started on intravenous amphotericin B and flucytosine and his symptoms rapidly improved. He did not tolerate intravesical amphotericin due to pain. After 4 weeks of antifungal therapy, CT scan revealed no residual disease. His ureteral stent and Foley catheter were removed and he remains asymptomatic on prophylactic fluconazole.
Candiduria is common amongst urologic patients with risk factors including indwelling urinary catheters and stents (83%), prior antibiotic therapy (90%), diabetes (39%), urinary tract pathology (38%) and malignancy (22%) [1] . Eleven percent of patients with candiduria do not have predisposing factors. Candiduria is associated with Candida albicans in 52% of cases, and candida glabrata in 16% [1] . Candida glabrata is associated with fluconazole resistance in 20-75% of strains [2] .
Upper tract candida infections typically occur in the setting of obstruction and may result in fungus balls [3] . The gold standard treatment for fungus balls is fluconazole or amphotericin B with or without flucytosine. For candida glabrata infections, fluconazole resistance remains prominent but may be overcome by higher doses or alternative antimicrobials [3] . Therapy should continue until the fungus balls are removed, symptoms resolve and fungal cultures are negative. Amphotericin irrigation may be used via Foley catheter or nephrostomy tube as an adjunct or monotherapy [4] .
Our patient's unusual presentation is a reminder that symptoms consistent with PBS may be a result of a treatable underlying pathology. The timing of when the patient developed fungus balls is unclear but he his symptoms started 5 years prior to any urologic surgery. Given his response to treatment it appears that these symptoms which had been attributed to PBS were actually due to a fungal infection. When assessing the patient with vague urinary symptoms, differential diagnoses should be broad and the entire genitourinary tract must be considered. Comprehensive evaluation should be performed to rule out rare pathologic entities such as those discovered in this case.
